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Dental Provider Instructions�®@�dö½�N½Oæ5±®@U3�: 
Part 3: Circle Yes or No in findings column. For Yes, please explain in Comments Section.  
Part 4 Indicate whether the child has been appropriately examined and if treatment is complete. If treatment is incomplete, refer patient for follow up care. 
Dentist must sign, date, and provide required information. 

Part 3: Child's Findings and Parent Recommendations (please indicate in findings column) 

                                                                                                      Findings                                                            Comments                                                                         

Gingival inflammation Y N  

Plaque and/or calculus Y N  

Abnormal gingival attachments Y N  

Malocclusion Y N  

Treated Dental Caries Y N  

Untreated dental caries Y N 0 Check box if Urgent 

Sealants on permanent molars Y N  

Cleft lip and palate Y N  

Preventative services completed Y N What kinds of preventative services were completed? 
0 Prophy 0 Fluoride 0 Oral Hygiene   

Part 4: Final Evaluation/Required Dental Provider Signatures 
This child has been appropriately examined. Treatment 0 is completed 0 is not completed 0 under treatment 0 refused treatment 0 not necessary. The child 
has ongoing 0 urgent 0 non-urgent treatment needs and is under treatment 0 by me or 0 has been referred to: 

DDS/DMD Signature: Print Name: 

Address: Fax: Phone: Date: 
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(Chinese) 


